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Developing a reproductive identity: the experiences of pregnant midwives
Sarah Church

During pregnancy and childbirth, women often ask midwives: ‘Have you got children?’ Reflecting on this question enabled me to think of how mothers view midwives in relation to reproduction. Whilst being ‘with woman’ may be influenced by many factors and is considered to be the cornerstone of the philosophy of professional midwifery care (Bradfield et al 2018), I questioned whether the gender of the midwife was significant to mothers’ expectations of midwives, because midwives work primarily in a female environment where the focus is on the process of reproduction. Furthermore, relationships between women around birth, which have been described as an ‘Emotionally connected and biographically grounded relationship’ (Wilkins 2000:34), became a significant area of interest in relation to the idea of gender identity and midwifery. A detailed exploration of gender is beyond the remit of this paper and will be the focus of a future publication. 
Whilst I have previously discussed how midwives use their professional knowledge to negotiate and renegotiate autonomy and agency during pregnancy and childbirth (Church 2014), in this paper I continue to draw on my doctoral research to discuss the influence of midwives’ experiences of pregnancy on their relationships with women. Specifically, I focus on midwives’ experiences of working in practice during pregnancy, as a means of exploring the issue of reproductive identity.

The midwife, reproduction and motherhood
The relationship between the midwife and the mother should be based on mutual trust and respect (Lewis et al 2017), however the extent to which the embodied reproductive experiences of midwives play a part in this relationship, is poorly understood. Historical accounts of midwifery education and practice place great importance on the midwife’s own experience of childbirth (Donnison 1988), and in some cultures it is reported to be a prerequisite to practice (Jordon 1978). 

Midwives as women are bound up in problematic debates around gender, firstly that all women will desire motherhood and will be able to become biological mothers; secondly that this embodied experience will be of some benefit or value to midwives’ practice and the quality of care provided. The work by Bewley (2000a, 2000b, 2009) and Rowan (2003), illustrates how midwives occupy different reproductive biographies: midwives experience infertility, pregnancy loss, or choose to remain childfree. The literature, whilst limited, suggests that midwives who experience infertility, for example, find questioning by mothers intrusive, difficult and upsetting (Rowan 2003). However, the issue of the social acceptability of midwives’ responses in Bewley’s work concurs with Rowan’s (2003) findings, in which midwives who are infertile are made to feel awkward and inadequate, especially because of their daily contact with pregnant women and mothers. Walton (1994:114) states that ‘…to work with babies day in and day out can almost be like rubbing salt in the wounds.’ The social construction of midwifery as women’s business creates conflict for those midwives who find difficulty in becoming biological mothers. Bewley’s (2009) study of midwives’ experiences of reproductive loss, reported that midwives had a greater understanding of the impact of pregnancy loss and found that they could offer support to colleagues in similar situations. 
Similarly, in a study of midwives’ embodied experiences of breastfeeding, Battersby (2002, 2009) reports a range of emotions. Some midwives found the positive experience of breastfeeding useful within their professional practice, whilst a small number found that it made no difference. However, midwives who experienced difficulties reported a great deal of guilt, which led to the suppression of emotions. If midwives as women present with varying reproductive biographies, it could be argued that the experience of pregnancy and childbirth is not an essential aspect of the midwife’s identity. Furthermore, the influence on practice of embodied experience is personal, and couched within the midwife’s understanding of professional identity. The experience will also be of significance to the individual as an emotional and private event.

Methodological approach
Whilst a detailed account of the methodological approach, data collection and analysis is given elsewhere (Church 2014), the data considered in this paper were collected from in-depth interviews. Of a total of 14 midwives interviewed, 11 were mothers, nine had become mothers since becoming midwives and three midwives were non-mothers; all three expressed a desire to have children in the future. Between them, the midwives had 26 children with ages ranging between 3–28 years of age.

The pregnant midwife
The experience of working as a pregnant midwife raises significant issues in relation to how midwives develop their reproductive identities. For some midwives who continue to work during their pregnancies, their corporeal transformation within the workplace contributes towards the construction of their identities as mothers. The pregnancy projects a transient identity, in which midwives continue to work and fulfil their professional role, whilst embracing their transforming bodies and identities as mothers. This experience for many midwives encompasses the development of different relationships with colleagues but also reinforces a shared experience with mothers. 
Jackie’s account, in relation to her first pregnancy, reflects the connectivity between midwives, and also between them and mothers in their care: 

‘Most of the people I worked with were fantastic; they were really caring and you know, looked after my bump like it was their bump…’ [Jackie – midwife and mother of three children]

The ‘bump’ is a visual representation of the transition from midwife to mother that signifies a transforming identity. The bump is evidence of biological reproduction and the changing shape and size of the midwife’s body represents the process of normal development (Earle 2003). It reflects a shared state of identity between midwives and mothers and as such contributes to the relationship between them. In Jackie’s account, the relationship created from the visual appearance of a pregnancy, facilitated a supportive attitude amongst the midwives. Although there is recognition that the role of the midwife must still be fulfilled, the caring nature of midwives created a protective environment in which she felt safe and well looked after. In some cases, the ownership of individual pregnancies can become shared when the pregnancy occurs within a close female environment; the bump becomes the concern of all the women within that group. However, Jackie’s account reflects how special she felt within the comfortable midwifery environment, which represents a mothering and nurturing environment. 
Julie’s emphasis is on the relationship between her and the mothers rather than her colleagues. The bump in Julie’s account also reflects the women’s emphasis on a shared experience and a point of reference for discussion:
‘That was quite nice really because the patients, obviously when the bump appeared [laughs] the patients would be perhaps a bit more friendly, a bit more chatty. Just chatting to you about your own pregnancy as well as their own really. [Julie – midwife and mother of two children]

The change in women’s attitudes reflects this connectivity between women, which seems to break down informal barriers of communication. The changing nature of the midwife’s body and the physiological effect of pregnancy symptoms such as nausea and increased tiredness, are also seen as a positive link between midwives and the mothers in their care. Both Kirstie and Lucy consider this to be an important aspect within their relationship with mothers. In Kirstie’s account the experience of pregnancy is a shared experience in which the understanding of what is common and ‘normal’ is mutual for example:

‘People take you quite well when you’re a pregnant midwife, the mums do, they see you in the same boat as them…you feel probably as cheesed off and tired as they do which I think is helpful but no you feel completely shattered that’s the only trouble.’ [Kirstie – midwife and mother of three children]

At work, Lucy maintained her identity as a midwife, enabling her to negotiate the physical symptoms of pregnancy such as nausea and vomiting, whilst caring for mothers:

‘I was nauseous for nine months and vomited for nine months. But when I’m at work I would vomit and then come back and get on with things. When I’m home, I vomit and there’s nothing to do, no one to talk to and I’m just sick all day [laughs].’ [Lucy – midwife and mother of two children]

She found working as a midwife during her first pregnancy a way of drawing attention away from her own feelings of being unwell:

‘Work for me was a diversional sort of therapy, so it was good, and, you know, the women were made to feel a bit, well, chuffed, that “a pregnant woman is looking after me, so she knows what I’m going through”, you know, she knows…So, it did help me bond with the women better and, you know, it helped with...I don’t know how to put it, just not feeling well, just feeling fat and sluggish and everything to do with just being pregnant really.’ [Lucy –midwife and mother of two children]

In this way, work acted to reinforce the normality of pregnancy and its symptoms, providing a supportive environment in which Lucy could share her experience with midwives and mothers. She also considers that mothers feel close to midwives who are pregnant, as they too are ‘pregnant women’ which indicates an acceptance of a shared identity. Lucy also talks about the changing dynamics of the relationship between the pregnant midwife and the mother as a result of the presence of the midwife’s pregnant body. Lucy suggests that mothers may become too inquisitive and ask too many questions, in which case the boundary between professional and private identity may be breached. Whilst there is no suggestion of this here, pregnant midwives may develop strategies to maintain their, ‘public-facing working life’ (Haynes 2008:638). 

Physical demands of midwifery work
Some midwives described how they moved from one clinical area to another during their pregnancy to reduce the physical demands of the working environment. Working on labour ward during pregnancy can be physically exhausting because of the lifting and bending, and due to the busyness of the environment. The size and shape of the pregnant body makes it difficult for midwives to participate in the activities commonly associated with the role, for example attending a water birth. As a result, midwives describe their experiences of negotiating the care of mothers on the basis of their pregnant bodies and the physical activities associated with the role.

For Anita and Kirstie, the advancing pregnancy was considered as a physical barrier resulting in specific difficulties. Anita’s account describes the physical difficulties in getting off the floor during a home birth:

‘I was at a home birth when I was 34 weeks I think and I was with my student …she had a lovely lovely birth at home birthed on the floor on all fours it was lovely and I can remember I couldn’t get up off the floor I just couldn’t get up off the floor and I said “I can’t get up off the floor, you’re going to have to help me. I don’t know what’s got into me” and she said “Could it be that you’re 32 weeks pregnant ... that could have something to do with it.” My last homebirth was when I was 36 weeks then and bless her I did feel guilty because there was no way I could birth her in an alternate position so she had to be on the bed although she was on her knees on the bed there was no way I could let her go where she wanted because I couldn’t get down there to do so.’ [Anita – midwife and mother of one child]

Her positive appraisal of this birth is contrasted with the guilt she felt some weeks later, when she is unable to offer the mother the choice of location to birth her baby due to the advancing size and shape of her own abdomen. 

Similarly, Kirstie describes how her advancing pregnancy prevented her from being involved in more complex and technically difficult births on labour ward, since they were considered more labour intensive and more emotional because of the possibility of a poor outcome. As a student midwife pregnant with her first baby, her involvement was limited partly due to her status as a student but also due to her advancing pregnancy. She identifies her involvement in normal births and in areas where the work was considered to be ‘lighter’ in relation to the physical aspects, such as supporting mothers breastfeeding and helping others by attending to the domestic chores of making tea and toast: 

‘I remember being a student midwife and working on the labour ward at 34 weeks and I did deliver two or three babies but it was virtually impossible to get close the bed I never went into theatre for those weeks at all and spent a lot of time making toast and help with breastfeeding and remember sort of...walking around labour ward not doing a huge amount unless it was an easy delivery I never came into contact with anyone that had a difficult delivery and just biding my time really more than anything else.’ [Kirstie – midwife and mother of three children]

Many referred to the fact that midwives in charge of labour ward would take care to allocate pregnant midwives to care for women who they felt were more appropriate to their stage of pregnancy. Protective practices such as relieving midwives from attending theatre, was a common practice due to the alleged risk of miscarriage from exposure to anaesthetic gases (Gray 1989). Julie, reflecting on her experience, suggested that there was an inconsistent approach and that midwives were not given any special dispensation for being pregnant and that work was undertaken irrespective of the pregnancy. Julie’s account highlights her personal feelings as she was approaching her 34th week of pregnancy:

‘They just didn’t want to, they didn’t sort of give you lighter work…the expectations for the work I think was just the same as if you were not pregnant…which I found disappointing towards the end.’  [Julie – midwife and mother of two children]

Taking maternity leave
The timing of maternity leave in relation to an advancing pregnancy is key to explaining the difficulties which may arise as the changing size and shape of the pregnant body place additional physical demands on the midwife, and as a result can affect the relationship with mothers. Whilst working practices have changed in the light of legislation relating to maternity leave and maternity benefits, some midwives within this study continued to work well into the third trimester to maximise the time they could spend with their babies after the birth. For some midwives, like Grace and Chris, the idea of working into the third trimester is problematic as the pregnant midwife is exposed to situations where negative or unexpected outcomes can be experienced and internalised in relation to their own pregnancies and forthcoming births. Grace suggests that:

‘The girls that are pregnant work too long into their pregnancy… I think they should leave a lot earlier than they do and I know why they are staying at work it’s because they have longer off afterwards but you can see sometimes the anxious look on their face if they have seen something or heard of something that is perhaps not a very good outcome or they have had a bit of a problem and they do look anxious.’ [Grace – midwife and mother of two children]

Whilst both Grace and Chris recognise the financial demands placed on working women, Grace emphasises the physical and emotional demands of working in a highly demanding and emotionally stressful environment, where traumatic birth and unexpected stillbirths can stay with you for a long time. Chris concurs with Grace in relation to the length of time midwives spent in practice:

‘I think any woman does work too long now. I think they are all thinking that they can have more time afterwards and that will be more beneficial…some people can’t wait to get back to work even if it is just for a few hours…but I think it, it must be difficult to work, you know, longer than, well some of them work to 36 weeks.’ [Chris – midwife and mother of three children]

Midwives like Grace and Chris who birthed their babies over 20 years ago remind us that working practices have changed in the light of financial and domestic demands of childcare. Although they understand the reasons why midwives work longer they are aware of the increased anxiety and physical effort associated with midwifery work. 
Kirstie considers her decision to take maternity leave in relation to her relationship with her children and the new baby. Spending time at home during the pregnancy when the children are in school was not seen as beneficial. Although Kirstie also described the process of working whilst pregnant as difficult and reflects the position held by Grace and Chris, in this context the working environment offered her the opportunity to continue in her professional role until she was required to care for her new baby: 

‘It’s hard being pregnant at work. But I wanted to keep going I felt that if I worked later with all of them, I would have more time to spent with them afterwards and the other children as well, and I felt that there was no point in leaving earlier because the others were at school.’
[Kirstie – midwife and mother of three children]

Planning time with the new baby was a priority for Kirstie. Whilst her account also reflects her commitment to all her children, she sees the benefit in working late in order to have precious time with the new baby. 

The emotional demands of midwifery work
The majority of midwives described situations where their midwifery colleagues were supportive during their pregnancies, embracing their changing identity and considering them as special. Midwives like Jackie recognised this as their special time, a time to experience being pregnant, and expected midwives who were ‘doing midwifery’ every day to confer on them the same level of support as they gave other mothers: 

‘You did meet the odd one, you know, “so you are pregnant, so, so?” you know, and I think it can be a bit like that for midwives, you know, if people are having a normal pregnancy and everything is fine I can see where they are coming from and they are confused you know “Why are they making a fuss?” but when it is your pregnancy and your friends enjoy your pregnancy so therefore yes, it is a special pregnancy and yes, all babies are special, you know, that is a bit of a cliché but when it is yours they are that little bit more special of course.’ [Jackie – midwife and mother of three children]

Although the expectation of support as illustrated above is not surprising in this context, Jackie expressed her disappointment about the lack of support offered by some colleagues. However, the midwifery environment is considered in the main to be a nurturing and caring space, where the pregnant midwife is protected to an extent from the emotional distress of the role, considered to be potentially harmful not only to her but also to the mothers she cares for. The accounts suggest that this is a negotiated space, where the pregnant midwife is protected either by moving her to work in other areas or by restricting her involvement in care: 

‘I was advised that I didn’t look after them because I was heavily pregnant it’s not the best position to be in with a woman whose baby is dying…while I was heavily pregnant it was difficult…I wouldn’t work with women who had babies who were terminal or they knew they were going to die. I didn’t work with them. It wasn’t fair being pregnant and have me look after them if we knew there was anyone coming in who hadn’t felt their baby move for several days or they had a problem that ...of any severity which involved the baby not having a heart beat when they came in…I didn’t see those women. [Kirstie – midwife and mother of three children]

During her third pregnancy, Kirstie worked on a pregnancy assessment unit. She reflected that working in this area in the third trimester was not the most appropriate for pregnant midwives. This issue of segregation is considered to be a protective act to reduce the potential harm to her of being involved in the care of a mother whose baby may be dying, but also to protect the mother from the midwife, who in her pregnant form is representing an ongoing positive pregnancy:

‘There was only one time that I felt awkward about being pregnant and that was with a lady who had a baby that died when I was first pregnant, she had a stillbirth and then…weeks before I had Nigel she came through being just pregnant…she was quite shocked to see me pregnant…and I felt it difficult to explain to her.’ [Kirstie – midwife and mother of three children]

Kirstie reveals her guilt at being pregnant when faced by a mother who has a history of stillbirth. 
The feeling of guilt is a common emotion expressed by Kirstie and Jackie in relation to their work as pregnant midwives. Although Jackie had not planned her first pregnancy she describes the situation of moving off labour ward to work on the antenatal ward as it was considered less heavy in terms of the physical demands. She says:

‘I came off labour ward to go onto antenatal because it was decided antenatal would be the least stressful, sorry, not stressful, least problematic with being pregnant because it is not so physical as being on the labour ward.’ [Jackie – midwife and mother of three children]

However, even this move was not sufficient to reduce the emotional distress of working on the antenatal ward. Whilst there is an expectation that midwifery care will encompass emotional engagement and empathy, Hunter (2004) illustrates that managing emotions can be more difficult for some midwives. Jackie’s account describes a very emotional experience of caring for a mother who had miscarried at the same gestation: 

‘We had a few mums that were in long term and we had one young girl who had had repeated miscarriages and was on bed rest and I think her pregnancy was at the same stage as mine and she miscarried…I should think about 18 weeks and that was surreal really because I obviously helped deliver this poor little baby…it wasn’t born alive and dealing with all of that and I could feel my baby inside me and that was really weird, luckily I think we knew each other well enough for it not to be a problem for her and we did sort of have a hug and a cry together and I did feel very, I felt guilty actually, I did feel guilty that my baby was OK and hers wasn’t…it must have been about her 5th or 6th pregnancy and no baby and here I was having an unplanned pregnancy, everything going OK and I did feel a bit guilty.’ [Jackie – midwife and mother of three children]

Feeling fetal movements is evidence of a woman’s ongoing pregnancy. Jackie recognises that her presence is a representation of a positive pregnancy and acknowledges the possible distress caused by her presence on the antenatal ward. It could be argued that whilst Jackie is distressed by the loss, her knowledge and experience as a midwife enables her to rationalise this experience in relation to her own pregnancy. Her move to the antenatal ward was a decision to lessen the physical stress, although admissions to the antenatal ward are by their very nature complex and vulnerable pregnancies. 

Summary
Whilst Rowan (2003), Bewley (2009) and Battersby (2009) have established the complexity of embodied experience in relation to non-motherhood, infertility and breastfeeding, the findings of this research study extend their work to illustrate the complex issue of reproductive identity relating to the experiences of pregnant midwives.
The occupational nature of midwifery draws the pregnant midwife and mother together, through a mutually shared identity and this is particularly illustrated through the developing ‘bump’. Although the presence of the pregnant body discussed by the midwives in this study, promoted a positive relationship with mothers, even in challenging situations, it can create a tension between the midwife’s professional identity and public and personal identity as a woman in transition. The professional and public identity of the midwife determines that she is exposed to the physical and emotional demands of working in a highly stressful environment. In spite of attempts to protect midwives from the increasing physical demands of the work environment, the emotional stresses may be harder to manage. 
I suggest that pregnant midwives who encounter difficult and challenging emotional situations in practice may find tensions between these competing identities of being midwife and mother. Midwives interviewed recognised that working during their pregnancy generated different and sometimes contrasting emotions resulting in further challenges for the midwife in the process of emotion management. 
In spite of the small number of midwives interviewed in this study, the findings illustrate the complexity associated with working as a pregnant midwife, and demonstrate the potential difficulty for midwives in the process of emotion management (Hunter 2006, Deery & Fisher 2010). Whilst the literature on emotion work related to women during pregnancy and birth is limited (McCoyd 2009, Keys 2011, Carter & Guittar 2014), I suggest that the way in which a pregnant midwife may deal with emotion is a complex process of emotion management influenced by the interplay between her professional and public identities. 

Conclusion 
This paper has discussed the experiences of pregnant midwives and revealed the physical and emotional demands placed on midwives whilst negotiating their transforming identities in practice. Having shared identities with women in their care was considered positive even in the most challenging clinical situation. The experiences of pregnant midwives within this study illustrate how midwives engage in emotional labour, influenced by the interplay between their professional and public identities. 

Dr Sarah Church, Associate Professor Midwifery, School of Health and Social Care,
London South Bank University & Barts Health NHS Trust.
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